times not easy, since clinical signs and histopathological features may frequently be confused with melasma or postinflammatory hyperpigmentation. We describe a case of a postmenopausal black woman diagnosed with FFA who presented with an identical brown-grayish pigmentation of the face and upper eyelids and typical dermoscopy analysis on both regions. We suggest that the hyperpigmentation of the upper eyelid with typical LLPig dermoscopy (upper eyelid sign) may be a clue for the diagnosis of LPPig and may avoid a scar-causing face biopsy.
Introduction
First described in 1974 by Bhutani et al. [1] , in Indian patients, lichen planus pigmentosus (LPPig) is considered a rare variant of classic lichen planus [2, 3] . It most commonly affects female individuals with high skin phototypes (Fitzpatrick skin phototypes III to VI) and it is rarely seen in fair-skinned people [3, 4] . In this work, we describe a postmenopausal female patient with late-stage frontal fibrosing alopecia (FFA) and facial LPPig involving the upper eyelids. We call attention of the involvement of the upper eyelids as a possible clue to the differential diagnosis of LPPig and melasma.
Case Report
We describe the case of a 56-year-old postmenopausal black woman complaining of hair loss and face darkening during the last 4 years. She had been diagnosed as having melasma and had used hydroquinone creams in the past, with no response. She was otherwise healthy.
On physical examination, she presented a severe recession of the frontotemporal hairline, parietal and temporal scalp alopecia, and absence of sideburns and eyebrows. Malar regions were hyperpigmented with a peculiar brown-grayish color, and the upper eyelids displayed an even more noticeable hyperpigmentation (Fig. 1) , which strongly resembled the facial pattern, both clinically and dermoscopically (Fig. 2) . Dermoscopy interpretation and description were based on studies conducted by Sharma et al. [2] and Pirmez et al. [5] .
A skin biopsy of the scalp evidenced perifollicular lymphocytic inflammatory infiltrate, concentric lamellar fibrosis, and a lichenoid folliculitis. One dermoscopy-guided punch biopsy was obtained from the left malar region. The histopathology showed discrete lichenoid interface dermatitis with pigment incontinence, numerous dermal melanophages, and focal vacuolar degeneration of the basal cell layer (Fig. 3) . Correlation of clinical, histopathological and dermoscopic features confirmed the diagnosis of FFA combined with facial and upper eyelid LPPig.
Discussion
The coexistence of LPPig and FFA was first described by Dlova [6] in 2013 in 24 South African patients who lately developed FFA. Since then, the association with other comorbidities such as other variants of LP, endocrinopathies, and lupus erythematosus has been reported by other authors [3, 7] , with a possible genetic background involving the pathogenesis of FFA [8] .
The diagnosis of facial LPPig is sometimes not easy since clinical signs and histopathological features may frequently be confused with melasma or postinflammatory hyperpigmentation, and a thorough dermoscopy analysis may thus play an important role in distinguishing such entities.
The finding of a classic LPPig on the upper eyelid, sharing typical LPPig dermoscopy features [2, 5] and characteristic histopathological findings [9] [10] [11] , may call attention to the fact that the eyelid involvement may not be anecdotal. Instead, it may be an important clue to the diagnosis of LPPig that helps differentiating it from other common photodermatoses such as melasma because the upper eyelid is a well-known sun-protected area. A face biopsy is not always possible to perform, as pointed out in the work of Pirmez et al. [5] , and in late stages, the characteristic lichenoid dermatitis may already have disappeared.
Although the real frequency of the upper eyelid involvement in facial LPPig is unknown, we suggest that, when present, it may be considered a clue to the diagnosis of LPPig in patients with primary cicatricial alopecias of the lichen planopilaris group and may well replace the need for a scar-causing face biopsy [12] . It is possible that the involvement of the upper eyelid is a fortuitous feature, and the study of a more significant number of patients is needed to establish the actual significance of this association.
